Introduction
============

To attain universal health coverage for the most vulnerable populations and to prepare against future epidemics, such as Ebola, there have been calls for scaling-up community health worker (CHW) programmes.[@R1]^--^[@R8] The aim would be to address the unmet gap of health services caused by geographical, financial and sociocultural barriers in low-resource settings. Country case studies have shown that CHWs can contribute to improving health outcomes for children, pregnant women and other patients.[@R1]^--^[@R6]^,^[@R9]^--^[@R19] To be effective, CHWs should be well-trained and well-supervised, given logistical support for the supplies and medications they deliver and provided with appropriate and regular financial incentives.

One of the most important challenges for successfully scaling-up CHW programmes is obtaining sufficient and sustainable funding to support the programme.[@R3]^--^[@R5] A study has estimated that deploying CHWs in rural areas of sub-Saharan African countries requires at least 2.6 billion United States dollars (US\$), funded either by national governments or donor partners or both.[@R20] Other analyses suggest even higher figures.[@R5]^,^[@R21] Knowing how much has been invested in CHW programmes is important for policy-makers, donors and other stakeholders to make evidence-based planning and budgeting. Our literature review for this study demonstrates that the empirical evidence about existing investments is scant at best.

We aimed to assess the level and trend of development assistance for CHW programmes. International donor contributions play an important role in financing the health sector of low-income countries.[@R22] Estimating development assistance for CHW programmes is necessary for establishing a financial baseline for such programmes and identifying funding gaps. Knowing who are the top investors in CHW programmes will help locate potential sources of funds for scaling-up these programmes in the future. Here, we provide a descriptive analysis on the flows of total and per capita development assistance for CHW programmes by donors, recipient regions and recipient countries. We also investigated the priorities of the development assistance for CHWs and estimated per capita aid for CHW disbursed to low- and middle-income countries between 2007 and 2017.

Methods
=======

Data sources
------------

We extracted data from the aid activity database from the creditor reporting system of the Organisation for Economic Co-operation and Development's development assistance committee.[@R23] The creditor reporting system database is publicly accessible and has been widely used in aid tracking studies.[@R24]^--^[@R30] The data are reported directly by the governments of the 30 members of the development assistance committee, 65 multilateral organizations (e.g. the World Bank group) or global health initiatives (e.g. the Global Fund to Fight AIDS, Tuberculosis and Malaria), 25 non-development assistance committee countries (e.g. United Arab Emirates) and 28 private donors (e.g. Bill & Melinda Gates Foundation). We downloaded the data used in this study in July 2019. We included 119 countries classified as low- and middle-income by the World Bank in 2015[@R31] (available in the data repository).[@R32] These were countries that had received aid for CHW projects from 41 donors since 2007 and had available annual data on population and on World Bank region classifications.[@R33]^,^[@R34]

Definitions
-----------

We followed the World Health Organization (WHO) definition of CHWs as: health workers who have been trained to some extent, but do not possess a formal professional certificate.[@R15] Examples include village health workers, peer supporters, community volunteers and health extension workers. Meanwhile, we were aware of some programmes that aimed for more formalization, accreditation or certification of this role.[@R35]^,^[@R36] We defined development assistance as aid disbursed to projects that support CHW programmes in low- and middle-income countries. In the creditor reporting system data, the term projects refers to programmes and activities that are supported with development assistance.

There were no indicators in the creditor reporting system data on projects for CHWs. Following previous practice,[@R25]^--^[@R30] we constructed a list of keywords ([Box 1](#B1){ref-type="boxed-text"}), based on a review of keywords used in other literature to identify projects for CHW programmes. Our focus was on projects in three health-related sectors provided by the creditor reporting system data: (i) general health; (ii) basic health; and (iii) population policies or programmes and reproductive health.

###### Keywords used to search for community health worker-related projects in the creditor reporting system

### Community health worker-targeted projects (lower bound of estimates)

Accompagnateur, accredited social health activist, ASHA, animator, auxiliary nurse, allied health, barefoot, birth attendant, bridge-to-health team, care group, case coordinator, child health worker, CHW, close-to-community provider, community agent, community aide, community-based practitioner, community case management, community coordinator, community drug distributor, community health care provider, community healthcare provider, community health nurse, community health representative, community health surveyor, community health volunteer, community health care worker, community healthcare worker, community liaison, community nutrition worker, community practitioner, community resource person, community surveillance volunteer, community volunteer, community worker, care group, dame health worker, door-to-door, extension service, extension officer, extension staff, extension worker, family planning agent, family advocate, family health worker, family support worker, family welfare assistant, family welfare worker, female multipurpose health worker, field-based, frontline, grassroots, hard-to-reach, health activist, health aide, health agent, health care agent, health assistant, health auxiliary, health care worker, health coach, health counsellor, health development army, health distributor, health education, health extension, health nurse, health officer, health motivator, health outreach, health promoter/promotor, health surveillance assistant, health visitor, health worker, health volunteer, home-based care, home care, home health, home service, home visit, ICCM, IMCI, intake specialist, integrated community case management, lady health worker, lay aide, lay attendant, lay consultant, lay counsellor, lay health advisor, lay health worker, lay visitor, lay worker, lead mother, LHWs, link worker, malaria agent, malaria and child health worker, maternal and child health worker, medical assistant, midwife, mobile clinic team, mother coordinator, mother leader, navigator, nutrition agent, nutrition counsellor, outreach advocate, outreach case manager, outreach educator, outreach worker, parent liaison, peer advisor, peer counsellor, peer educator, peer health advisor, peer leader, peer supporter, support worker, surveillance volunteer, VHWs, village drug-kit manager, village health, village volunteer, voluntary worker, volunteer.

### Community health worker-inclusive projects (upper bound of estimates)

All keywords in the community health worker-targeted category above, plus: community-based, community based, community health, community intervention, community participation, community prevention, DOTS.

ASHA: accredited social health activist; CHW: community health worker; DOTS: directly observed treatment, short course; LHW: lady health workers; IMCI: integrated management of childhood illness; ICCM: integrated community case management; VHWs: village health workers.

Note: We constructed the list based on a review of keywords used in other literature to identify projects for community health worker programmes.

As some projects on community-based interventions or community health might not have included CHW-related keywords in their project descriptions, we generated two sets of data on development assistance for CHW programmes. To obtain the lower bound of estimates, we calculated aid that targeted CHW projects, as specifically defined by the keywords in community health worker-targeted projects listed in [Box 1](#B1){ref-type="boxed-text"}. To obtain the upper bound of estimates, we calculated aid that included both CHW-targeted projects and community intervention projects that were not defined by these keywords, but which included keywords indicating CHW components, as described in the Community health worker-inclusive projects listed in [Box 1](#B1){ref-type="boxed-text"}.

Some projects may have included other components that were not related to CHWs. In this case, we were not able to allocate funds to the CHWs component due to lack of information in the data. We therefore considered aid to those projects as investments in CHW projects. Details of the keyword search and our validation strategy are available in the data repository.[@R32]

Analysis
--------

We used actual disbursements to estimate development assistance for CHWs between 2007 and 2017. This time frame allowed us to avoid the issue of missing disbursement data in the creditor reporting system: the missing rate of total disbursements in three health sectors was approximately 23% on average between 2000--2006.[@R28] The completeness of disbursement data has remained at almost 100% since 2007.[@R37] A total of 81.0% (US\$ 196 539.00 million) of US\$ 242 598.30 million development assistance for health during this period was in the form of grants and 5.7% (US\$ 13 897.26 million) as concessional loans. We report all disbursements in 2017 US\$.

We estimated levels and trends of development assistance for CHWs over 2007--2017 in both total and per capita spending at the global, regional and country levels. We identified the top 10 donors of development assistance for the CHW projects and the 10 CHW-targeted projects that had received the largest disbursements. When we calculated country-level estimates, we excluded projects that were classified as going to a region only since no further information was provided on the amounts provided to each country in that region.

In the three health sectors that we included in our analysis (general health; basic health; and population policies or programmes and reproductive health), projects were categorized by the creditor reporting system into 17 primary purposes, such as sexually transmitted diseases including human immunodeficiency virus and acquired immune deficiency syndrome (HIV/AIDS), basic nutrition, and so on.[@R37] Further details are available in the data repository.[@R32] We excluded 98 projects whose primary purpose was research, such as randomized trials. After excluding one purpose (medical research), we finally assessed the allocation of development assistance for CHW-targeted projects across the 16 purposes, with 4600 CHW-targeted projects and 10 363 CHW-inclusive projects. We analysed development assistance for projects that aimed to improve the health-related millennium development goals (MDGs)[@R38] and grouped them into two areas: (i) HIV, tuberculosis and malaria; and (ii) child and maternal health, including projects on family planning, reproductive health, basic nutrition, and child, maternal and newborn health. We used variables on the primary purposes of a project and adopted keywords from previous studies to further identify the projects in these two areas (available in the data repository).[@R32] Note that development assistance for CHW projects in these two areas are not mutually exclusive; a project targeting infectious diseases may also include support for child and maternal health.

In this article we present the development assistance for CHW-targeted projects in 114 countries. The results of development assistance for CHW-inclusive projects in 119 countries are available in the data repository.[@R32]

Results
=======

Between 2007 and 2017, an estimated total of US\$ 5298.02 million was disbursed to 4600 CHW-targeted projects. The amount funded annually had an upward trend from 2008 (US\$ 68.88 million) to 2013 (US\$ 916.56 million), and then decreased from 2014 (US\$ 665.16 million) to 2017 (US\$ 307.27 million; [Table 1](#T1){ref-type="table"}). The largest increase occurred between 2008 and 2009, from US\$ 68.88 million to US\$ 451.20 million, largely due to increased funds from the Global Fund (from US\$ 5.91 million in 2008 to US\$ 322.81 million in 2009) and from the government of Canada (from US\$ 8.65 million in 2008 to US\$ 68.72 million in 2009). The decline after 2013 was mainly driven by reduction of investments by the Global Fund, from US\$ 609.82 million in 2013 to US\$ 7.62 million in 2017 ([Fig. 1](#F1){ref-type="fig"}).

###### Aid disbursements to community health worker-targeted projects in 114 low- and middle-income countries, 2007--2017

  Year        Aid disbursements, US\$   
  ----------- ------------------------- --------------------------
  2007        13 449 724 134            152 968 411 (1.14)
  2008        14 829 155 928            68 878 278 (0.46)
  2009        16 958 334 753            451 198 160 (2.66)
  2010        18 199 857 966            670 183 967 (3.68)
  2011        18 619 062 848            598 481 199 (3.21)
  2012        19 253 920 673            628 446 202 (3.26)
  2013        21 290 831 362            916 556 626 (4.30)
  2014        20 083 970 589            665 164 862 (3.31)
  2015        20 809 549 322            500 892 226 (2.41)
  2016        21 579 902 568            337 989 701 (1.57)
  2017        24 203 678 042            307 265 350 (1.27)
  **Total**   **209 277 988 185**       **5 298 024 982 (2.53)**

US\$: United States dollars.

Notes: We extracted data from the aid activity database from the creditor reporting system of the Organisation for Economic Co-operation and Development's development assistance committee.[@R23]
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Of the total US\$ 209 277.99 million development assistance disbursed to health over the period of the study, the percentage invested in CHW-targeted projects averaged 2.5% (US\$ 5 298.02 million). The percentage ranged from 0.5% in 2008 (US\$ 68.88 million for CHW projects out of 14 829.16 million to health) to 4.3% in 2013 (US\$ 916.56 million out of 21 290.83 million total; [Table 1](#T1){ref-type="table"}).

Estimates by donor
------------------

Among the 37 donors that disbursed funds to CHW-targeted projects, the top 10 and their annual contribution are presented in [Fig. 1](#F1){ref-type="fig"}. The top three donors during the study period were the Global Fund (US\$ 2 718.09 million), government of Canada (US\$ 900.39 million), and government of the United States of America (US\$ 731.60 million). Altogether they provided 82.1% of total development assistance for CHW-targeted projects.

Estimates by region
-------------------

Among the six regions analysed (World Bank classifications), sub-Saharan African countries consistently received the largest amount of development assistance (US\$ 3 717.93 million in total over the 11 years), accounting for 70.2% of total development assistance disbursed to CHW-targeted projects ([Fig. 2](#F2){ref-type="fig"}). When taking population size into consideration (estimated total population over 11 years: 9 426.25 million), sub-Saharan African countries had the largest per capita development assistance (US\$ 0.39) during the study period.
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Estimates by purpose
--------------------

Among the 16 health purposes labelled by the creditor reporting system data, the projects with a focus on three infectious diseases (HIV, tuberculosis and malaria) and child and maternal health received the most funds. For example, the category sexually-transmitted disease control including HIV/AIDS received the largest amount (US\$ 2 061.14 million) and percentage of total disbursements (38.9%) during the study period, followed by malaria control (US\$ 1 047.46 million; 19.8 %) and reproductive health care (US\$ 490.85 million; 9.3%; [Table 2](#T2){ref-type="table"}).

###### Aid disbursements to community health worker-targeted projects in 114 low- and middle-income countries by health purpose, 2007--2017 (in 2017 US\$)

  Health purpose                                                 No. of projects   Aid disbursements, US\$ (% of total)
  -------------------------------------------------------------- ----------------- --------------------------------------
  Sexually transmitted disease control including HIV and AIDS    672               2 061 141 216 (38.9)
  Malaria control                                                224               1 047 456 209 (19.8)
  Reproductive health care                                       629               490 852 296 (9.3)
  Basic health care                                              701               411 216 330 (7.8)
  Tuberculosis control                                           150               226 866 180 (4.3)
  Health personnel development                                   397               211 871 292 (4.0)
  Health policy and administrative management                    414               188 310 443 (3.6)
  Basic nutrition                                                222               166 084 976 (3.1)
  Personnel development for population and reproductive health   165               109 434 420 (2.1)
  Family planning                                                133               100 643 630 (1.9)
  Infectious disease control                                     99                93 732 715 (1.8)
  Health education                                               318               61 616 914 (1.2)
  Basic health infrastructure                                    189               51 214 423 (1.0)
  Medical education and training                                 135               39 184 445 (0.7)
  Population policy and administrative management                41                20 971 755 (0.4)
  Medical services                                               111               17 427 738 (0.3)
  **Total**                                                      **4 600**         **5 298 024 982 (100.0)**

AIDS: acquired immune deficiency virus; HIV: human immunodeficiency virus; US\$: United States dollars.

Note: We extracted data from the aid activity database from the creditor reporting system of the Organisation for Economic Co-operation and Development's development assistance committee.[@R23]

The 10 projects that received the largest disbursements during the period were in sub-Saharan African countries. Eight of them were funded by the Global Fund. The other two donors were the International Development Association of the World Bank and the government of the United States. Seven projects had a focus on HIV, two on malaria and one on child and maternal health ([Table 3](#T3){ref-type="table"}).

###### Top 10 community health worker-targeted projects receiving the largest aid disbursements, 2007--2017 (in 2017 US\$)

  Project title                                                                                                                                      Recipient country             Disbursements, US\$   Donor
  -------------------------------------------------------------------------------------------------------------------------------------------------- ----------------------------- --------------------- ---------------------------------------
  Sustaining the momentum: the march towards universal access to HIV and AIDS services in United Republic of Tanzania                                United Republic of Tanzania   411 429 632           Global Fund
  HIV/AIDS prevention and control                                                                                                                    Ethiopia                      383 825 888           Global Fund
  Scaling-up and sustaining anti-malaria interventions in Ethiopia                                                                                   Ethiopia                      269 869 248           Global Fund
  National response to HIV/AIDS in Malawi                                                                                                            Malawi                        131 990 000           Global Fund
  Second health systems development (child and maternal health)                                                                                      Nigeria                       127 552 656           International Development Association
  Scaling up the fight against HIV/AIDS in Namibia                                                                                                   Namibia                       104 299 232           Global Fund
  Accelerating access to prevention, treatment, and home-based care for malaria and increasing the access to affordable ACTs in the private sector   Ghana                         96 355 600            Global Fund
  HIV/AIDS treatment project -- HIV/AIDS                                                                                                             South Africa                  94 448 896            Government of the United States
  Strengthening and expanding the Western Cape HIV/AIDS prevention, treatment and care programmes                                                    South Africa                  77 013 792            Global Fund
  Seventh call for proposals HIV and AIDS                                                                                                            Eswatini                      75 822 072            Global Fund

ACTs: artemisinin-based combination therapies; AIDS: acquired immune deficiency virus; Global Fund: Global Fund to Fight AIDS, Tuberculosis and Malaria; HIV: human immunodeficiency virus; US\$: United States dollars.

Note: We extracted data from the aid activity database from the creditor reporting system of the Organisation for Economic Co-operation and Development's development assistance committee.[@R23]

Estimates by country
--------------------

Among the 25 countries that received more than US\$ 0.50 per capita aid for CHW over the 11 years, 12 were low-income countries and three were upper-middle income countries (Fiji, Guyana and Namibia). The five countries that received the largest per capita development assistance over the study period were Namibia: US\$ 7.85 (US\$ 139.19 million in 11 years to population of 17.73 million in 11 years), Eswatini: US\$ 6.90 (US\$ 82.00 million in 11 years to population of 11.89 million in 11 years), Fiji: US\$ 5.42 (US\$ 28.28 million in 11 years to population of 5.22 million in 11 years), Guyana: US\$ 3.70 (US\$ 25.24 million in 11 years to population of 6.81 million in 11 years) and Gambia: US\$ 2.27 (US\$ 34.08 million in 11 years to population of 15.00 million in 11 years; available in the data repository[@R32].

Discussion
==========

Our analysis of data from the creditor reporting system on aid disbursed to projects that supported CHWs between 2007 and 2017 revealed two main findings. First, development assistance for these projects accounted for less than 3% of total development assistance for health during the period, with a decrease since 2013 mainly due to the reduction of Global Fund investments in these projects. Second, the focus of CHW-targeted projects was mostly on achieving the health-related MDGs (HIV, tuberculosis, malaria and child and maternal health) and most of the assistance was disbursed to sub-Saharan African countries. This finding suggests that donors' investment in CHWs was in line with efforts towards achieving the health-related MDGs in the region.

There is increasing evidence of the effectiveness of CHWs in contributing to improved health outcomes for children and women. For example, a review of efficacy studies indicated that CHWs could reduce maternal mortality by 42--78%.[@R39] A review of studies on the efficacy of CHWs' prescribing antibiotics for treatment of pneumonia (one of the leading causes of mortality among infant and children younger than 5 years) indicated that under-5 mortality could be reduced by 13--60%.[@R40] The long-term impacts of CHWs on social and economic development, including empowering women and increasing jobs especially in remote poor and rural areas, could result in a positive economic return, as high as 10:1.[@R3] There is now a broad global consensus that CHWs are essential for efforts to achieve the 2030 health-related sustainable development goal (SDG) targets, including the achievement of universal health coverage.[@R7]^,^[@R8]^,^[@R41]^--^[@R44]

Our study shows that the average annual amount of development assistance for CHW-targeted projects in sub-Saharan African countries over 2007--2017 was US\$ 0.34 billion. It has been estimated that the governments of sub-Saharan African countries spent US\$ 0.4 billion of their own funds on CHWs.[@R21] The sum of these two estimates falls far short of the estimates required for CHWs to be minimally effective (US\$ 2.6--3.1 billion[@R5]^,^[@R20]^,^[@R21]), highlighting an urgent need to build national political and financial support for CHWs in the region.

In the short term, however, low-income countries are not able to fully support a national CHW programme with domestic public spending alone. To illustrate the importance of donor investment in low-income countries we made a case study of Rwanda. [Box 2](#B2){ref-type="boxed-text"} shows that the country's CHW programmes, which played an essential role in provide basic care for child and maternal health, were mainly funded by foreign aid. The programme made important contribution to reaching the country's health MDGs,[@R3] even with less than half the recommended level of per capita investment (US\$ 3.25 versus US\$ 6.86).[@R20] In our study, among the 25 countries that received the largest per capita aid for CHWs over the 11 years, only 12 were low-income countries.

###### Case study: financing community health worker programmes in Rwanda

Established in 1995, Rwanda's CHWs have become an essential part of the Rwandan health system and have played an important role in expanding service coverage in Rwanda, especially in remote rural areas.[@R3] According to a government report in 2016, about 45 000 CHWs served 11 million people.[@R45] The CHWs were providing services reliably in each village, including health promotion (e.g. healthy living), disease prevention (e.g. bed-net utilization) and treatment (e.g. treatment of malaria). Major activities included promoting child and maternal care (e.g. antenatal home visits and treating or referring young children with diarrhoea or malnutrition) and treating tuberculosis and malaria.

Health resource tracking data in Rwanda provides project-level expenditure information by funding sources.[@R46] We used data that were available in fiscal years 2010--2011 and 2011--2012 to estimate the spending on CHWs by the Rwanda government and foreign donors in the two years. Funds were calculated in 2010 US\$.

Funding for CHWs in fiscal year 2010--2011^a^
---------------------------------------------

• From bilateral or multilateral donors: US\$ 14 695 657 (83.1%)

• From international NGOs: US\$ 2 714 026 (15.3%)

• From government of Rwanda: US\$ 273 182 (1.5%)

• Total: US\$ 17 682 865 (100.0%)

• Per capita (population: 10 516 000: US\$ 1.68

Funding for CHWs in fiscal year 2011--2012^a^
---------------------------------------------

• From bilateral or multilateral donors: US\$ 33 299 698 (95.0%)

• From international NGOs: US\$ 1 504 775 (4.3%)

• From government of Rwanda: US\$ 240 777 (0.7%)

• Total: US\$ 35 045 250 (100.0%)

• Per capita (population: 10 789 000): US\$ 3.25

Foreign donors (bilateral, multilateral and international nongovernment organizations) were the major funding contributors to CHWs. In fiscal year 2011--2012, for example, 95.0% of funding for the CHWs (US\$ 33 299 698 out of 35 045 250) were from bilateral or multilateral donors.

CHWs: community health workers; NGOs: nongovernmental organizations; US\$: United States dollars.

^a^ We used the population in calendar years 2011 and 2012 in calculations, which could lead to an underestimate of per capita costs, as the population of Rwanda was increasing between 2010 and 2012. Population data were obtained from the World Health Organization.[@R47]

A marked fluctuation of the development assistance for CHW-targeted projects over time was mainly driven by changes in investments from one or two donors. Relying on a few donors poses challenges for maintaining stable funding levels and effective long-term budgeting for recipient countries.

Our study had limitations. First, the creditor reporting system data do not include aid from many private nongovernmental organizations as well as from emerging economies such as China. To address this issue, we will conduct future searches on the websites of nongovernmental organizations that are known for supporting CHWs in recent years (e.g. the Clinton Health Access Initiative and Global Health Workforce Alliance). Second, our identification strategy relied on keywords, which were not able to capture all projects on development assistance for CHW programmes. However, we estimate that approximately 5% of projects were missed, indicating that our findings are robust (available in the data repository).[@R32] Third, the accuracy of our data could suffer from errors or incompleteness in the reporting of the characteristics of the projects supported through development assistance for health. Fourth, for projects with multiple foci, we were unable to determine how much money went to each focus, so we considered that the total funds went to support CHW programmes. We may therefore have overestimated the amounts donated for CHW programmes. Fifth, when estimating development assistance for CHWs at the country level, project funds that were disbursed to an entire region were not included because of a lack of information about how to allocate funds to each country.

Several lessons can be drawn from our study. First, our finding that less than 3% of total development assistance for health was targeted on CHW programmes indicates that there is an opportunity to improve the effectiveness of this assistance by investing more in programme expansion and strengthening. This finding is important as there is extensive evidence about the effectiveness of CHWs in improving maternal, neonatal and child health, including control of malaria and expanding contraceptive access.[@R48]^--^[@R51] There is a continuing need to reduce the number of readily preventable deaths in these population groups to achieve the global goal of eliminating preventable maternal and child mortality by 2030.[@R52]^,^[@R53]

Second, it is concerning that development assistance for CHWs has been decreasing since 2014 and only accounted for 1.27% of total development assistance for health in 2017. The reduction was due to a decrease in support from the three main donors of the development assistance for CHWs. There needs to be more stability of CHW programme assistance over time, support from a broader set of donors and a broader focus of the support beyond high-priority infectious diseases in the era of SDGs.

Third, further research is needed into the amount of investment going into CHW programmes -- both from external development assistance as well as from governments' own internally generated funds -- and the proportion of investment going for CHW programmes relative to other areas of investment in health. Investments in CHW projects is an important but neglected area of research.

Finally, we need evidence of the effectiveness of development assistance for CHWs in terms of both the role of aid for these programmes in improving population health outcomes and the best ways to support the programmes. The future research would include monitoring investments in CHW programmes and assessing their impact on CHW programme effectiveness. This information will help policy-makers and other stakeholders plan for long-term financing strategies for scaling-up and sustaining CHW programmes.
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